Introduction
Angiokeratomas are benign vascular lesions characterized by dilated papillary dermal vessels and reactive hyperkeratosis. Five variants are currently recognized: solitary/multiple angiokeratomas, angiokeratomas of the scrotum and vulva, angiokeratoma of Mibelli, angiokeratoma corporis diffusum, and angiokeratoma circumscriptum [1] . Solitary angiokeratomas may present anywhere on the body, but its occurrence in the nail apparatus is exceptional, with only 1 case described in the literature [2] . Herein, we report a case of a subungual angiokeratoma on a fingernail, clinically mimicking squamous cell carcinoma (SCC) of the nail bed.
Case Report
A 43-year-old woman presented with a history of onycholysis, subungual hyperkeratosis, and pain on the left fourth fingernail evolving for several years. The diagnoses of onychomycosis and wart had been considered by other physicians. She recalled an acute episode of spontaneous subungual purulent discharge resulting in pain relief and denied any particular local trauma. Her background history was remarkable for a previous heart transplant 10 years before, and she had been taking cyclosporin A since then. She is currently awaiting kidney transplantation due to renal insufficiency.
On clinical examination, the nail plate was distorted and elevated by a large subungual keratosis. Clipping of the onycholytic nail plate exposed a violaceous warty lesion of the nail bed with hyperkeratosis and crusts ( Fig. 1) , evoking a possible SCC of the nail bed. Radiography and magnetic resonance imaging of the finger were performed, revealing a soft tissue tumor of approximately 1 cm length and 5 mm thickness associated with an underlying subtle erosion of the distal phalanx (Fig. 2) .
Under local anesthesia, the plate was laterally avulsed and the lesion removed, down to the bone, without any safety margin. The undersurface of the nail plate was scrapped away to collect any residual tumor. The plate was led back into its original position and sutured to the lateral nail fold (Fig. 3) . Histopathological examination revealed irregular acanthosis, a thickened and parakeratotic stratum corneum filled with vesicles, and marked dilation of the papillary dermal vessels, which were surrounded by the epidermal rete ridges. These findings were consistent with an angiokeratoma (Fig. 4) .
Following surgery, the nail growth was normal. At the 10-month follow-up, ill-defined purplish subungual macules, slight distal onycholysis, and hyperkeratosis were noticeable (Fig. 5) . The diagnosis of recurrent angiokeratoma was made based on the clinical and dermoscopic findings and the previous history. Considering the benign nature of the lesion and the absence of pain, the patient declined further suggested treatments (pulsed dye laser and surgery) as she was mostly concerned with her pending renal transplant.
Discussion
Solitary angiokeratoma usually presents on nonglabrous skin, most commonly on the lower extremities, as a warty, slightly hyperkeratotic black papule that may pose differential diagnosis with melanoma, especially in case of thrombosis [1] . It has also been described on the tongue [3] and the palms and soles [4] . Its occurrence in Fig. 2 . MRI of the involved finger (on the right) and the adjacent middle finger. The tumor extends deeply in the lateral sulcus. Note that the signal is not homogeneous within the tumor. 155 the nail apparatus was reported only once, in 2015, presenting as a longitudinal pigmented band on the left fourth toenail [2] . Our case is the second report of a subungual angiokeratoma, and the first on a fingernail, clinically mimicking a SCC of the nail unit. SCC is the most frequent malignant tumor of the nail unit [5] . It affects mainly fingers and has a characteristic indolent course, with various possible presentations, leading to misdiagnosis as a wart or other benign conditions [6, 7] . Subungual involvement and presentation as a warty lesion, with hyperkeratosis and onycholysis, have been found to be the most common findings [8] . Therefore, in our patient, the differential diagnosis with a SCC was crucial, even though SCC occurs mainly in men in their sixties and is usually painless [6] [7] [8] . Distal digit keratoacanthoma can also present with similar clinical findings but is usually very painful and has a characteristic rapid growth, causing a crescent-shaped osteolysis [9, 10] .
Solitary angiokeratomas are thought to result from trauma or chronic irritation of a venule wall in the papillary dermis [1] . There is also 1 report of angiokeratomas appearing on the injection sites of etanercept but not on phlebotomy sites; the authors concluded that etanercept itself could have played a role [11] . In our case, no traumatic origin could be established. The possible role of immunosuppression linked with the heart transplant is not probable either, as there are no reports of angiokeratoma growing incidence in immunosuppressed patients.
In conclusion, although extremely rare, solitary angiokeratomas may arise in the nail apparatus and may share similar clinical features with subungual warty SCC of the nail bed. Subungual angiokeratoma should be added to the differential diagnosis of warty subungual tumors.
